Abdominal tuberculosis (TB) may affect any part of the gastrointestinal tract resulting in significant morbidity and mortality. There is an increase in the incidence of abdominal TB favored by the emergence of multi-drug resistant Mycobacterium tuberculosis and immunosuppression especially from HIV co-infection. Our case is that of a 31 year old HIV-positive woman, adherent to antiretroviral therapy, who presented with a 2 month history of progressive abdominal distention, drenching night sweat and fatigue, but without fever. She was admitted on a presumptive diagnosis of peritoneal TB, and suddenly developed signs and symptoms of an acute abdomen. Laboratory investigations showed a CD4+ count of 155 cells/µL, white blood cell count of 15,700 cells/mm 3 and haemoglobin of 8.0g/dl. An emergency laparotomy revealed small bowel caseous necrosis with multiple jejunal perforations. Ziehl-Nelsen staining of operative specimen was positive for acid fast bacilli. Given her immunodeficiency status, clinical signs and symptoms, CD4 cell count > 50 cells/µL, and intestinal sample showing caseous necrosis and perforations, a final diagnosis of intestinal TB was made. In conclusion, abdominal tuberculosis may mimic a number of intra-abdominal pathologies; thus should always be considered as a differential diagnosis in patients presenting with acute abdomen in TB-endemic areas especially in an HIV-positive individual.
Introduction
Tuberculosis (TB), one of the dreaded tropical diseases of poverty till date, still poses a great burden to health care systems around the globe especially in Sub-Saharan Africa. In 2013, it accounted for about 1.4 million deaths globally with two-third of these deaths occurring in resource-limited countries [1] . Among communicable diseases, it is second only to HIV infection as a leading cause of death [2] . TB has the potential to affect any organ-system in the body leading to either the pulmonary or extra-pulmonary forms. The rising incidence of multi-drug resistant strains of Mycobacterium tuberculosis and HIV co-infection has led to an upswing in the incidence and severity of both forms of the disease [3, 4] .
Abdominal TB, is the sixth most common site of extra-pulmonary involvement and can affect any part of the digestive system including the liver, spleen or pancreas with the most common site being the ileocecal region [5] . Abdominal TB is usually secondary to either pulmonary infection or from a primary infection of an adjacent extra-thoracic organ such as spine or kidneys. The bacteria may reach the abdomen either via hematogenous route, contiguous spread from infected lymph nodes or by swallowing-up of infected sputum [5] . Despite recent innovations in the practice of medicine, abdominal TB still poses a major diagnostic challenge especially in resource-limited countries, primarily due to the unavailability of many diagnostic tools. Secondly it presents with non-specific symptoms, thus mimicking a wide variety of other intra-abdominal pathologies such as acute appendicitis, Chron's disease, peritoneal carcinomatosis [6] . Isolated multiple simultaneous jejunal perforations secondary to TB infection is an uncommon finding even in TB endemic regions. In this report, we describe such an uncommon constellation.
Patient and observation
A 31-year old Sub-Saharan African woman known with HIV infection for the past 3 years and compliant to antiretroviral treatment and cotrimoxazole prophylaxis presented to our emergency unit with a 2-month history of slowly progressive abdominal distention, drenching night sweat and generalized fatigue without fever. She had regular bowel movement, no abdominal pain and no weight loss. She had two prior hospital visits for the same symptoms during which she received medical care but had no favorable outcome. On physical examination, she had a temperature of 37.4°C, blood pressure of 100/62 mmHg, heart rate of 93 beats/min and respiratory rate of 19 cycles/min. She was mildly icteric. Abdominal Parenteral nutrition and antibiotics were continued. Two days after her second laparotomy, the patient had a cardiopulmonary arrest.
Resuscitation efforts were unsuccessful.
Discussion
The concomitant pulmonary and extra-pulmonary TB [6, 7] . There incidence in Sub-Saharan Africa may even be higher than reported due to under-diagnosis and hence underreporting of such cases.
Data from the World Health Organisation (WHO) shows that, the burden of TB especially in resource-limited settings is high. In 2014, WHO statistics from Africa showed a TB incidence of 2,700, 000 and a TB mortality of 450,000 compared to Europe which had a TB incidence of 340,000 with a TB mortality of 33,000. These differences can be attributable to poverty, poor hygiene standards, mobile. This form also presents with scant to moderate amounts of ascites [8] . Our patient's intra-operative findings were consistent with a mixture of both the ascitic and dry types described above as evident by the massive purulent ascites, inflammation with multiple perforations of the jejunum along with multiple enlarged peritoneal lymph nodes. A number of investigations could have aided in the diagnosis of abdominal TB in our case, though none of them is 100% sensitive. The gold standard is to culture the mycobacterium from specimens (sputum, pleural and peritoneal fluid) in a Lowenstien-Jensen medium followed by PCR which were both not available in our health facility [9, 10] .
However Ziehl-Neelson staining of the peritoneal fluid on admission was negative. This concurs with reports from other studies which showed that staining of peritoneal fluid is positive only in less than 3% of specimens [9] . Analysis of the purulent fluid obtained intraoperatively with Ziehl-Neelson stain showed a high load of acid fast bacilli. Further analysis such as serum-ascitic albumin gradient (SAAG), serum-ascitic protein gradient and imaging (CT scan) were
Page number not for citation purposes 4 not done due to limited resources at our disposal. However, despite the negative findings on chest exam, sputum analysis and chest Xray, her PPD skin test results of 14mm coupled with her medical history were strongly suggestive of TB infection. A negative sputum test and negative chest X-ray findings do not rule out TB as concomitant pulmonary and abdominal TB only occurs in less than 25% of patients [5] . There are several case reports similar to ours, which describes abdominal TB resulting in an acute abdomen [11] .
These clinical cases are similar to that of our patient by the presence of ascites, omental thickening with caseous necrosis, terminal ileal or gastric perforation. However, none of these patients were reported to have multiple sites of jejunal perforation. Due to limited resources in our setting, we were unable to pursue further work-up for our patient as indicated. As a result, a good and detailed clinical history and physical exam along with a high index of suspicion aided in our diagnosis. This is true for other settings [12] .
The analysis of the purulent intra-operative peritoneal fluid which revealed numerous acid fast bacilli was key to our diagnosis and management of this patient. We therefore strongly reiterate on the routine collection of intra-operative specimen as good surgical practice. A peritoneal biopsy done earlier in the management of our patient could have helped provide a diagnosis earlier and improve on the outcome. We were unable to culture our sample for isolation of Mycobacterium tuberculosis to make a definitive diagnosis. 
Competing interests
The authors declare no competing interests.
Authors' contributions
Anthony 
